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National Diabetes Awareness 
Month — November 2002 


November is National Diabetes Awareness Month. 
An estimated 17 million persons in the United States 
have diabetes (/). During 1990-2000, the prevalence of 
diagnosed diabetes and gestational diabetes increased 49% 
among U.S. adults (2). During November, 59 state and 
territorial diabetes-control programs, other partners, and 
CDC will highlight activities that increase awareness 
about diabetes in the following three areas: 

Diabetes prevention: The National Diabetes Education 
Program, a joint initiative of CDC and the National 
Institutes of Health, is developing a mass-media campaign 
geared to health-care providers and persons at risk 
(http://ndep.nih.gov/get_info/dpc.htm#tactics). 

Pneumonia and influenza vaccinations: Persons with 
diabetes should receive pneumococcal vaccinations and 
annual influenza vaccinations because they are more likely 
than other persons to die from complications of pneu- 
monia and influenza (3). 

Diabetes and women: \n 2003, CDC will publish the 
National Public Health Action Plan for Diabetes and 
Women and sponsor a national partners’ conference. 

Additional information about diabetes is available from 
CDC, telephone 877-232-3422, e-mail diabetes@cdc.gov, 
and at http://www.cdc.gov/diabetes. 
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Preventive-Care Practices 
Among Persons with Diabetes — 
United States, 1995 and 2001 


Effective interventions are available to persons with diabe 
tes that can prevent or delay the development of serious health 
complications such as lower limb amputation, blindness, kid- 
ney failure, and cardiovascular disease (/—4). However, the 
use of preventive-care practices is lower than recommended 
(5,6), and the national health objectives for 2010 aim to 
improve care for all persons with diabetes (7). To assess progress 
toward meeting these goals, CDC analyzed data on selected 
diabetes-related preventive-care practices, including influenza 
and pneumococcal vaccination coverage, from the Behavioral 
Risk Factor Surveillance System (BRFSS) from 1995 and 
2001. This report presents the findings of these analyses, which 
indicate that levels of preventive-care practices among per- 
sons with diabetes in the United States increased from 1995 
to 2001. Further efforts are needed to improve care among 
persons with diabetes, reduce the burden of diabetes-related 
complications, and achieve the national health objectives, 
including continued surveillance of diabetes-related preven- 
tive-care practices and collaboration with community-based 
organizations, health-care providers, public health officials, 
and persons with diabetes. 

BRFSS is a state-based, random-digit—dialed telephone sur- 
vey of the noninstitutionalized U.S. population aged >18 years. 
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The surveys are conducted in all 50 states, the District of 
Columbia, and three U.S. territories. Persons with diabetes 
were defined as respondents who answered “yes” to the ques- 
tion, “Has a doctor ever told you that you have diabetes?” 
Women who were told that they had diabetes only during 
pregnancy were not included. Persons who reported that they 
had diabetes were asked questions from the diabetes module 
on preventive-care practices, including: “When was the last 
time you had an eye exam in which the pupils were dilated?” 
(eye examination); “About how many times in the last year 
has a health professional checked your feet for any sores or 
irritations?” (foot examination); and “About how often do 
you check your blood for glucose or sugar?” (self-monitoring 
of blood glucose at least once daily [SMBG]}). All BRFSS 
respondents were asked two additional questions: “During 
the past 12 months, have you had a flu shot?” (influenza vac- 
cination) and “Have you ever had a pneumonia shot?” (pneu- 
mococcal vaccination 

\ total of 35 states had information from the diabetes mod- 
ule for both 1995 and 2001 and were included in these analy- 
ses. [he median response rate was 68.7% tor 1995 (range: 
18.6%-84.5%) and 52.1% for 2001 (range: 33.3%-70.8%). 
Data were weighted to reflect the age, sex, and racial/ethnic 
distribution in each of the 35 states. The percentage of per- 
sons with diabetes who received each of the preventive-care 
services and vaccinations was assessed by year, selected 
sociodemographic characteristics, and health insurance sta- 
tus. Age-specific rates are presented, and rates for selected char- 
acteristics are age-adjusted to the 2000 U.S. standard 
population. All analyses were conducted by using SAS v8 soft- 
ware with SUDAAN to estimate standard errors and test for 
significant differences in rates between 1995 and 2001. 


: : , ‘ ' 
| ne age adjusted rates of all preventive-care practices 
| 


increased from 1995 to 2001. The increases for rates of eye 


examinations and SMBG were statistically significant (Table). 


Rates of eye examinations increased with age for both 1995 


and 2001, and in each age group rates increased from 1995 to 
2001. (mong persons aged 65-74 vears, the increase was sta- 
tistically significant. In addition, men, non-Hispanic whites, 
and persons without health insurance had statistically signifi- 
cant increases in the age-adjusted rate of eye examinations. 

Rates of annual foot examinations increased significantly 
from 1995 to 2001 among those aged 45—64 and 65—74 years. 
Statistically significant increases also were shown among men, 
non-Hispanic whites, non-Hispanic blacks, and persons with 
health insurance. 

lhe overall rate of SMBG was lower in the older age groups 
in both 1995 and 2001. However, the rate of SMBG increased 
significantly in all age groups. In addition, the age-adjusted 


rate of SMBG increased significantly among both sexes, non- 
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TABLE. Age-specific and age-adjusted rates* and changes in diabetes-related preventive-care practices, by selected demographic 
characteristics — Behavioral Risk Factor Surveillance System, United States, 1995 and 2001 





Eye examination 


Foot examination 


Vaccinations 





Self-monitoring 
for glucose Influenza Pneumococcal 





° ° 
° ° 


Characteristic No. (%) difference . (%) difference 


° ° 
° % 


° 
(%) difference (%) difference No. (%) difference 





Age group (yrs) 


8-44 


Race/Ethnicity" 


White, non-Hispanic 


on-Hispanic 


Education level" 
<High schoc 


Health insurance" 


Yes 


3,064 (58.9) .0' (56.0) 6.3 
9,038 (65.9) (62.3) 


5.4! 





Hispanic whites, Hispanics, persons with an education level 
of high school or greater, and persons with and without health 
insurance. 

From 1995 to 2001, the age-adjusted rate increased signifi- 
cantly for both influenza and pneumococcal vaccinations. 
However, in 2001, the age-adjusted rate of influenza vaccina- 
tion among persons with diabetes was higher than that for 
pneumococcal vaccination (43.5% versus 35.0%). 
lhe rates of influenza vaccination increased with age for 


both 1995 and 2001, and rates in each age group increased 


from 1995 to 2001; however, the increase was statistically sig- 


nificant only among those aged 65—74 years. In addition, the 
age-adjusted rate of influenza vaccination increased signifi- 
cantly among men, non-Hispanic blacks, and those with a 
high school education. 

[he age-specific rate of pneumococcal vaccination increased 


with age in both 1995 and 2001. The rate of pneumococcal 


vaccination increased significantly in each age group. In 
addition, the age-adjusted rate increased significantly among 
men and women, non-Hispanic whites and non-Hispanic 
blacks, Hispanics, persons at each level of education, and those 
with and without health insurance. 

In 2001, the age-adjusted rates of the three preventive-care 

practices and the two vaccinations were below levels recom- 
mended by the national health objectives (Figure). Rates of 
pneumococcal vaccination among younger persons with dia- 
betes showed the largest difference compared with the 2010 
objectives. 
Reported by: / Lojo, MPH, NR Burrows, MPH, LS Geiss, MA, El 
Tierney, MPH, ] Wang, MPH, MM Engelgau, MD, Div of Diabetes 
Translation, National Center for Chronic Disease Prevention and Health 
Promotion, CDC. 
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FIGURE. Age-adjusted* percentage of persons with diabetes receiving preventive care 
in 2001 compared with national health objectives for 2010 — United States 


survey, and rates of diabetes-related 


preventive-care practices presented in 





Editorial Note: Effective interventions are available that can 
ent or delay the development of diabetes complications. 
in this report indicate that the percentage of 
diabetes who received preventive care services 

1995 to 2001 
previous reports (5,6), the rate of the use 
practices and vaccination coverage among 
2001 was less than recommended, 
ireas of diabetes care to 
ealth objectives Difterences observed 
iabetes-related preventive-care prac 
populations might reflect differences 
iccess to care, cultural or language 
In addition, these analyses identi- 


ed of! 


interventions to 
as younger persons with 
ye examinations and vaccina 

who I eed to practice SMBG 
his report are subject to at least five limita 
these analyses included only the non- 
ilized popul ition and cannot be generalized to 
persons residing in nursing homes and other institutions. Sec- 
ond, self-reported data are subject to recall bias, and preven 
tive-care practices or vaccination levels might be underreported 
or overreported. The extent to which reporting bias might 


rr 
iT [ 


ect these results is unknown. Third, BRFSS is a telephone 


this report might be overestimated 
slightly because persons of low socio- 
economic status are less likely to have 
telephones and less likely to receive 
preventive care. Fourth, the median 
response rate was 68.7% for 1995 and 
52.1% for 2001; however, compared 
with census data, BRFSS data have 
minimal bias (BRFSS data quality 
report; available at http://www.cdc.gov/ 
brfss). Finally, the analysis included 
only 35 states and might not be rep- 
resentative of the entire country. How- 
ever, the rates of both influenza and 
pneumococcal vaccinations were 
assessed for all states in 2001 and 
showed little difference from the 
results in this report (CDC, unpub- 
lished data, 2001). 

Public and private efforts to 
improve the level of diabetes care are 
ongoing (8-10). CDC collaborates with many partners to 
ensure good care and education for persons with diabetes. 
CDC and the National Institutes of Health cosponsor the 
National Diabetes Education Program (available at http:// 
www.ndep.nih.gov), which develops educational tools and 
community-based interventions and establishes public and 
private partnerships to address the gap between current and 
desired levels of diabetes care and practic es. CDC also is work- 
ing with the Bureau of Primary Health Care of the Health 
Resources and Service Administration on the National Dia- 
betes Collaborative, a partnership of public and private agen- 
cies to increase access to and improve the quality of diabetes 
care within federally funded health centers. As part of its na- 
tional strategy, CDC provides resources and technical assis- 
tance to state diabetes-control programs to improve access to 
quality diabetes care. CDC also is working with managed- 
care partners on Project TRIAD (Translating Research into 
Action for Diabetes), a 5-year prospective study of the quality 
of diabetes care, costs, and outcomes in managed-care set- 
tings. 

Continued surveillance of diabetes-related preventive-care 
practices using the BRFSS will be an important tool in moni- 
toring the effectiveness of strategies designed to improve the 
quality of care among persons with diabetes, identify racial/ 
ethnic health disparities, and focus interventions to eliminate 
such disparities. 
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Tropical Diabetic Hand Syndrome — 
Dar es Salaam, Tanzania, 
1998-2002 


Patients with diabetes mellitus have impaired immunologic 


responses to combat infections (/). Infection and ulceration 
of the hand is a major cause of morbidity and mortality in 
certain populations in Africa (2,3); however, the condition is 
less well recognized than foot infections and is not classified 
generally as a specific diabetes complication. Hand ulceration 
and infection in diabetic patients was first described in the 
United States in 1977 (4) and in Africa in 1984 (5). Subse 
quently, the majority of reported cases have been from vari- 
ous parts of the African continent (2,6,7). The term “tropical 
diabetic hand syndrome” (TDHS) has been used to describe 
diabetes among patients who have progressive, fulminant hand 
sepsis (3,8,9). More recently, TDHS has been reported among 
patients in India (/0). These data suggest that TDHS occurs 
primarily in diabetic patients who live in tropical or coastal 
areas and might result in loss of hand function, amputation, 
or death (2). This report describes the characteristics of 

patients with TDHS examined at Muhimbili National Hos- 


pital (MNH) in Dar es Salaam, Tanzania. Early recognition 


by patients, prompt medical attention, and improved glyc« 
mic control might reduce the incidence of disability or death. 
A patient with TDHS was defined as any adult diabetes 
patient with hand cellulitis, infection, and gangrene who 
sought medical attention at MNH during February 9, 1998 
August 22, 2002. A total of 72 patients had illnesses that met 
the case definition; 36 (50%) were male, 44 (61%) had type 
2 diabetes, and all had first episodes of diabetes. Median age 
of patients was 52 years (range: 20-89 years), median interval 
since diagnosis of diabetes was 5 years (range: 2 weeks—19 
years), and median body mass index was 23.4 kg m2 (range: 
15-39 kg/m~). Patients’ median blood glucose level at initial 
presentation was 280 mg/dL (range: 56-626 mg/dL). Periph 
eral neuropathy was present in 10 (14%) patients; one 
patient had evidence of peripheral vascular disease, which was 
ascertained through Doppler studies. The initial precipitat- 
ing causes of TDHS varied: hand trauma was reported in 19 
(26%); itching, caused possibly by insect bites, occurred in 
11 (15%); boils were the precipitating cause in 10 (14%); 
seemingly innocuous papules were the cause in nine (13%) 
patients; and the cause was unknown in 23 (28%) patients. 
\ll 72 patients had hand ulcerations; 61 (85%) were puru- 


lent, 23 (32%) had a deep ulcer which involved the bone, and 


17 (24%) had localized or widespread gangrene of the arm. 
lhe median time between onset of symptoms and initial clini- 
cal evaluation by a physician was 14 days (range: 2-252 days). 

Superficial swab cultures of hand lesions were obtained for 
the majority of patients. These cultures all yielded polymicro 
bial growth that included Streptococcus spp., Staphylococcus 
aureus, S. epidermidis, Klebsiella pneumoniae, Pseudomonas 
aeruginosa, Escherichia coli, or Proteus mirabilis. 

Patients for whom delay in seeking treatment was >14 days 
(median) from onset of symptoms were significantly more 
likely to undergo a surgical procedure after hospital admis- 
sion (relative risk [RR]=1.8; 95% confidence interval 
(Cl]=1.0—3.3; p<0.05) or to have acquired a long-term hand 
deformity at follow-up (RR=2.0; 95% Cl=1.1-3.9; p<0.05). 
Patients who delayed seeking medical attention were twice as 
likely as those who did not delay to hav e gangrene of the hand 
or arm. Patients with a random blood glucose level of >280 
mg/dL (median) were significantly more likely than those with 
a random blood glucose level of <280 mg/dL to undergo sur- 


; 95% Cl=1.02-2.8; p<0.05). Patients with ran- 


gery (RR=1. 
dom blood glucose levels above the median were twice as likely 
as those below the median to have gangrene (11 of 37 versus 
five of 35). 

All 72 patients received antimicrobial therapy after initial 
clinical evaluation. Overall, 36 (50%) patients underwent 
surgery; 16 (44%) had gangrene of the hand. Of these 16 


patients, seven (44%) required amputation of fingers, hand, 
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or arm because of very rapid progression to gangrene. The 
remaining 29 patients who had surgery underwent incision 
and drainage and debridement 

Follow-up was completed for 64 (89%) patients. Of these, 
51 (80%) had complete healing of their hand ulcer and reso- 
lution of inflammation; eight (13%) had ulcers that did not 
heal, and five (8%) died. During follow-up, 33 (52%) 
patients were found to have substantially impaired hand func- 
tion that adversely affected their daily living activities. Dam- 
ages included wasting, strictures, deformities, chronic 
lymphedema, or chronic pain. Of the 51 patients with healed 
ulcers, 20 (39%) reported chronic, severe neuropathic pain. 
Reported by: 2G Abbas, MMed, | Luta le, MMed, Muhimbili Uni 
Colleve of Health Sciences, Dar es Salaam, Tanzania. LK Archibald, 
MBBS, WR Ja MD. Div of Health 


L/ll Teall 


care Quality Promotion; 


G Beckles, MD, Div of Diabetes Translation; K Moore, MD, EIS Officer, CD 


Editorial Note: TDHS is a complication of diabetes that has 
been reported in tropical regions of Africa (8,9) and in India 
10). It is both poorly understood by patients and clinicians 


j 
va! 
u 


severe in Consequence without prompt and aggressive 
treatment. Given its innocuous initial stages, patients and cli- 
nicians might assume that hand ulceration and infection is 


inalogous to the more familiar and indolent diabetic foot 

ulcer. Previous small series or case reports indicate the severe 

consequences of TDHS, including permanent disability and 
death (2,3,5,6,8 

lhe findings in this report illustrate important characteris- 

s that distinguish TDHS from diabetic foot ulcer syndrome. 

| 


with TDHS have poorly controlled blood glucose 


neither peripheral vascular disease nor peripheral neu- 
ropathy appear to play a substantial role in the pathogenesis 
of TDHS. In contrast, peripheral vascular disease and periph- 
| neuropathy are well-known risk factors for diabetic foot 
ind foot infections 
[DHS can develop into a rapidly progressive, synergistic 


i¢ (Meleney'’s gangrene) confined to the superficial 


ia that can result in death within days of onset of symp- 


»2 
) 


Although the majority of patients survive, perma- 
disability is likely. The most common cause of 
polymicrobial synergistic gangrene is a symbiotic relationship 
of aerobic gram-negative rods in combination with different 
enteric anaerobes (3). Culture of tissue biopsy specimens yields 
1 single bacterial species in >75% of cases, whereas swab cul- 
tures yield polymicrobial flora in the majority of cases, prob- 
ably because of contamination (3). Therefore, routine swabs 
of open, infected hands cannot guide optimal antimicrobial 
therapy and might not be appropriate use of resources in hos- 
pitals with limited laboratory facilities. 

Che likelihood of permanent disability or death might be 


increased because of delays in medical treatment. Such delays 


might occur because of limited access to medical care or 
because the patient is unaware of the risk for life-threatening 
infection. Many patients reported initial symptoms that 
seemed insignificant, such as itching or an insect bite. These 
symptoms did not alarm patients enough to seek medical care 
until much further into the course of the infection. Educat- 
ing diabetes patients can minimize delays in seeking prompt 
medical attention once they recognize the initial signs and 
symptoms of TDHS. 

Appropriate treatment for the majority of patients includes 
incision and drainage of the wound, debridement, or ampu- 
tation. Antimicrobial therapy must be broad-spectrum because 
of the potential for development of polymicrobial gangrene. 
Physicians treating patients with diabetes should examine 
patients’ hands and educate them about TDHS. 

Prevention of permanent disability and death resulting from 
DHS will require more study. The effects of demographic, 
socioeconomic, and behavioral factors on the occurrence of 
PDHS remain unknown. A case-control study is under way 
in Tanzania to identify risk factors for development of TDHS 
among diabetic patients. Poor glucose control is evident in 
this cohort and might be an important factor contributing to 
the development of TDHS, highlighting the need for 
improved management of glycemic levels. Further laboratory 
studies are needed to characterize the causative organisms, 
especially in coastal regions of Africa. As diabetes becomes 
more prevalent worldwide, especially in resource-limited tropi- 
cal countries, patients and health-care providers in these 
regions should be educated about TDHS to prevent its life- 
threatening and crippling complications. 
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Primary and Secondary Syphilis — 
United States, 2000-2001 


In October 1999, CDC, in collaboration with other fed- 
eral partners, initiated the National Plan to Eliminate Syphi- 
lis in the United States. Syphilis elimination is defined as the 
absence of sustained transmission (i.e., no transmission after 
90 days of the report of an imported index case). The 
national goals for syphilis elimination are to reduce the 
annual number of primary and secondary (P&S) syphilis cases 
to <1,000 cases (rate: 0.4 per 100,000 population) and to 
increase the number of syphilis-free counties to 90% by 2005 
(1). To characterize the epidemiology of syphilis in the United 
States, CDC analyzed national notifiable disease surveillance 


data for 2000-2001. This report summarizes the results of 


that analysis, which indicate that the number of reported cases 
of P&S syphilis increased slightly in 2001. This increase 
occurred only among men; the number of P&S syphilis cases 
continued to decline among women and among non- 
Hispanic blacks. The available data indicate that syphilis cases 
occurring among men who have sex with men (MSM) con- 
tributed to the increase in cases. The data suggest that, 
although efforts to reduce syphilis among women and non- 
Hispanic blacks appear effective and should continue, efforts 
to prevent and treat syphilis among MSM need to be 
improved. 

Data for syphilis cases reported to state health departments 
and the District of Columbia during 2000-2001 were sent 
weekly to CDC. These data included information about each 
patient’s county of residence, sex, stage of disease, racial 


ethnic group, and age group. Data on reported cases of P&S 


syphilis were analyzed for this report because these cases rep- 


resented incidence (1.e., newly acquired infections within the 
evaluated time) better than reported cases of latent infection, 
which were acquired months or years before diagnosis. P&S 
syphilis rates were calculated by using population denomina- 
tors from the U.S. Bureau of the Census; the 2001 rates and 


numbers of cases were compared with 2000 data (2). 


After declining every year since 1990, the number of 


reported cases of P&S syphilis increased slightly in 2001. In 
2000, the rate of P&S syphilis in the United States declined 
to 2.1 cases per 100,000 population, the lowest rate since 
reporting began in 1941 (2). In 2001, the rate of P&S syphi- 
lis increased slightly, to 2.2, the first annual rate increase since 
1990, and 6,103 cases of P&S syphilis were reported, a2.1% 
increase in reported cases compared with 2000 (Table 1). 

In 2001, rates of P&S syphilis were 114.3% higher for men 
than for women. During 2000-2001, the rate increased 15.4% 
among men and decreased 17.6% among women; the male- 
to-female P&S syphilis case ratio increased 50% (from 1.4:1 


TABLE 1. Number and rate* of persons infected with primary 
and secondary syphilis, by selected demographic characteris- 
tics — United States, 2000-2001 





2000 2001 
Characteristic No. Rate No. Rate 





Sex' 
Male 3,532 ( 2.6) 4.144 ( 3.0) 
Female 2,445 ( 1.7) 1,967 ( 1.4) 
Race/Ethnicity 
White, non-Hispanic 1,083 ( 0.5) 1,387 ( 0.7) 
Black, non-Hispanic 4,233 (12.2) 3,813 (11.0) 
Hispanic 567 ( 1.6) 754 ( 2.1) 
Asian/Pacific Islander 37 ( 0.3) 55 ( 0.5) 
American Indian/Alaska Native 52 ( 2.4) 90 ( 4.2) 
Region" 
Northeast 371 ( 0.7) 613 ( 1.1) 
Midwest 1,274 ( 2.0) 1,191 ( 1.8) 
South 3,704 ( 3.7) 3,429 ( 3.4) 
West 630 ( 1.0) 870 ( 1.4) 
Total 5,979 ( 2.1) 6,103 ( 2.2) 


*Per 100,000 population 
Sex was not identified for two persons in 2000 and for two persons in 
2001 

* Race/ethnicity was not identified for seven persons in 2000 and for four 

, persons in 2001 
Northeast=Connecticut, Maine, Massachusetts, New Hampshire, New 
Jersey, New York, Pennsylvania, Rhode Island, and Vermont 
Midwestz=lllinois, Indiana, lowa, Kansas, Michigan, Minnesota, Missouri 
Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin; 
South=Alabama, Arkansas, Delaware, District of Columbia, Florida, 
Georgia, Kentucky, Louisiana, Maryland, Mississippi, North Carolina, 
Oklahoma, South Carolina, Tennessee, Texas, Virginia, and West Virginia; 
West=Alaska, Arizona, California, Colorado, Hawaii, Idaho, Montana 
Nevada, New Mexico, Oregon, Utah, Washington, and Wyoming 





to 2.1:1) (Figure 1). Increases in male-to-female case ratios 
occurred among all racial/ethnic groups. 

In 2001, the rate of P&S syphilis among non-Hispanic 
blacks was 15.7 times the rate reported among non-Hispanic 
whites. Non-} lispanic blacks accounted for 62.5% of cases in 
2001 and 70.9% in 2000. During 2000-2001, the rate among 


non-Hispanic blacks declined 9.8%, reflecting a 3.5% 


FIGURE 1. Reported number of cases of primary and 
secondary syphilis, by year and sex — United States, 1981-2001 





Number 
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decrease in the number of cases among men (from 2,371 to 


2,289) and an 18.1% decrease among women (from 1,864 to 
1,523). The rate among non-Hispanic whites increased 40.0%; 
cases among men increased 63.0% (from 698 to 1,138), and 
cases among women decreased 35.3% (from 385 to 249). The 
rate among Hispanics increased 31.0%; cases among men 
increased 50.1% (from 405 to 608), and cases among women 


0 


decreased 9.3 from 162 to 147). The rate among Asians/ 


Pacific Islanders increased 66.7%; cases among men increased 
9.3% (from 29 to 52), and cases among women decreased 
from eight to four. The rate among American Indians/Alaska 
Natives increased 75.0%; cases increased among men (from 
26 to 49) and women (from 26 to 41 

By region*, the South had the highest rate, accounting for 
56.2% of cases occurring in 2001 and 62.0% in 2000. Dur- 
ing 2000-2001, rates decreased 8.1% in the South and 10.0% 
in the Midwest but increased 40.0% in the West and 57.1% 
in the Northeast. Rates decreased in 16 states, remained the 
same in nine states, and increased in 25 states and the District 
of Columbia. 


2,516 


In 2001, no cases of P&S sy philis were reported in 
80.2%) of 3,139 U.S. counties, and 2,533 (80.7%) counties 


reported rates less than or equal to the national health objec 


tive for 2010 of 0.2 cases pel 100,000 persons (objective no. 


25-3) (Figure 2) (3). In 2001, 20 counties and one city 


accounted for 50.6% of all reported P&S syphilis cases in the 
United States (Table During 2000-2001, the overall rate 
tor 63 of the largest cities in the U.S. with >200,000 popula- 
tion increased 9.1%, from 4.4 per 100,000 persons to 4.8. 


Reported by: Stat ID Heffelfinger, MD, HS 


Wernst l SM Berman, MD, EB Swint, MS, Div of Sexuall 


for HIV. STD, and 


| 


Editorial Note: The nattern of syphilis infection in the United 
States has changed during recent years. Although the South 
continues to have the highest rate of P&S syphilis, disease 
was less concentrated in this region. Racial/ethnic disparities 
in syphilis rates are decreasing because of declining rates among 
non-Hispanic blacks and increasing rates among non-Hispanic 
whit S 

During 2000-2001, the number of cases of P&S syphilis 
increased among men, ending the decade-long trend charac- 


terized by annual declines in syphilis cases among both men 
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FIGURE 2. Counties with primary and secondary syphilis rates 
above the national health objective for 2010* — United States, 
2001 
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*0.2 cases per 100,000 population 


TABLE 2. Counties and independent cities accounting for 
>50% of reported cases of primary and secondary syphilis, by 
number and rate* of persons infected — United States, 2001 


County (Major City) No. Rate 


Wayne County, Michigan (Detroit) 379 18.4 
Cook County, Illinois (Chicago) 339 6.3 
Fulton County, Georgia (Atlanta) 224 27.5 
Los Angeles County, California (Los Angles) 211 2.2 
Shelby County, Tennessee (Memphis) 208 23.2 
Dade County, Florida (Miami) 185 8.2 
Baltimore, Maryland’ 161 24.7 
Maricopa County, Arizona (Phoenix) 148 4.8 
New York County, New York (New York City) 145 9.4 
San Francisco County, California (San Francisco) 138 17.8 
Marion County, Indiana (indianapolis) 128 14.9 
Dallas County, Texas (Dallas) 121 §.5 
Harris County, Texas (Houston) 103 3.0 
Robeson County, North Carolina 90 73.0 
Essex County, New Jersey (Newark) 
Philadelphia County, Pennsylvania (Philadelphia) 5.1 
Davidson County, Tennessee (Nashville) 
Bexar County, Texas (San Antonio) 7 5.1 
Kings County, New York (New York City) 2.9 
Guilford County, North Carolina (Greensboro) 
Franklin County, Ohio (Columbus) 5.8 
* Per 100,000 population 

Independent city 











and women. This increase in syphilis cases among men is 
associated with reports in several cities of syphilis outbreaks 
among MSM (4—9); these outbreaks were characterized by 
high rates of human immunodeficiency virus co-infection and 
high-risk sexual behavior among subpopulations of MSM. 
Although syphilis cases reported nationally do not include 
information on behavior risk, the continuing decline in syphi- 
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lis rates among women in conjunction with the increasing 


male-to-female case ratio suggests that the syphilis rate prob- 


ably is increasing among MSM and decreasing among het- 


erosexual men. 

The findings in this report are subject to at least two limita- 
tions. First, the quality of surveillance data vary at local and 
state levels, and syphilis reporting is incomplete. Second, 
because cases among patients attending public-sector clinics 
might be more likely to be reported than cases diagnosed in 
the private sector and persons of minority race/ethnicity might 
be more likely to attend public clinics, the racial/ 
ethnic differences in reported rates might be magnified. 

The National Syphilis Elimination Plan announced by CDC 
in 1999 focused initially on reducing syphilis in the South 
and among minority populations. Rates of syphilis in the 
South and among non-Hispanic blacks and women have 
declined every year since 1997. I nsuring continued progress 
toward syphilis elimination will require that syphilis trends 
be monitored and that elimination efforts be maintained 
among these populations. However, the increase in cases 
among MSM underscores the need to modify the syphilis 
elimination plan to develop and implement more effective 
prevention activities among MSM (7). National efforts are 
under way to collect information on behavior to permit bet- 
ter monitoring of syphilis trends among MSM and hetero- 
sexual persons, study ethnographic and other factors associated 
with increases in syphilis among MSM, and improve pro- 
grams to prevent and treat syphilis. To sustain progress 
toward syphilis elimination, communities must understand 
local patterns of syphilis transmission and develop effective, 
targeted intervention strategies that include education, risk 
reduction, and appropriate screening and treatment of per- 
sons at risk for this disease. 
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Public Health Dispatch 





Investigations of West Nile Virus Infections 
in Recipients of Blood Transfusions 


On October 28, this report was posted on the MMWR website 
(hetp://www.cdc.gov/mmwr). 

CDC, the Food and Drug Administration (FDA), and the 
Health Resources and Services Administration (HRSA), in 
collaboration with blood collection agencies and state and 
local health departments, continue to investigate West Nile 
virus (WNV) infections in recipients of blood transfusions. 
During August 28—October 26, CDC received reports of 47 
persons with possible transfusion-related WNYV infection. 
Investigations showed that 14 of these persons either did not 
have WNV infection or did not acquire WNYV infection 
through transfusion. The remaining 33 cases, reported from 
17 states, occurred among persons who had confirmed or prob- 
able WNV infection and had received blood components in 
the month before illness onset. To date, evidence that WNV 
can be transmitted through blood transfusion has been found 
in six of the 33 cases; investigations are ongoing for the other 
27 cases. 

Among the six cases with evidence that WNV can be trans- 
mitted through blood transfusion, three have been previously 
summarized (/,2). Two patients developed confirmed West 
Nile virus meningoencephalitis (WNME) after receiving dif- 
ferent blood components derived from the same blood dona- 
tion, which was subsequently found to have evidence of WNV 
(2). In follow-up testing, the donor associated with these com- 
ponents had WNV-specific IgM antibody. On interview, this 
donor reported having a fever and a rash 2 and 5 days after 
donation, respectively. In a third case, WNYV was isolated from 
an untransfused unit of fresh frozen plasma (FFP) derived 
from the suspected donation, indicating that the virus can 
survive in some blood components (/). The donor of this 
unit sought medical care 4 days after donation for an illness 
of 1-2 weeks duration characterized by nasal congestion, 
sinus pain, headache, malaise, and fatigue and was treated for 
sinusitis. On follow-up, the donor tested positive for WNV- 
specific IgM antibody. 
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Investigations of three additional patients found evidence 
that these persons acquired WNYV infection by transfusion. 
An adolescent with a hematologic malignancy who had been 
hospitalized continuously for 65 days developed WNME 
after receiving 93 blood components in the month before ill- 
ness onset. Of retention segments* available from these 
donations, one tested positive for WNV by kinetic quantita- 
tive polymerase chain reaction assay (Taqman™) and negative 
for WNV-specific IgM antibody. The donor of the unit asso- 
ciated with the Taqman™-positive retention segment reported 
fever, chills, headache, painful eyes, and generalized weakness 
beginning 2 days after donation in early September and sub- 
sequently developed WNV IgM antibody. 

[wo additional patients had WNME diagnosed after each 
had received a component derived from the same blood 
donation. The first patient, a man aged 60 years with a malig- 
nancy, received 4 units of red blood cells during September 
18-30 and subsequently developed encephalitis. Serum and 
cerebrospinal fluid samples tested positive for WNV-specific 
IgM antibody on October 8 and 16, respectively; the patient 
subsequently died. One of four retention segments associated 
with the units the patient received tested positive for WNV 
by Taqman™ and negative for WNV-specific IgM antibody. 
\ unit of FFP associated with this Taqman™-positive dona- 
tion had been administered on October 6 to the second 
patient, a woman aged 40 years with a malignancy; 3 days 
ater, this patient had fever. Serum collected from the patient 
| day before transfusion was negative tor WN\ by laqman* 
and WNV-specific IgM antibody. Serum collected from the 
patient 9 days after transfusion tested positive for WNV by 
reverse transcription polymerase chain reaction and negative 
tor WNV-specific IgM antibody; serum collected 6 days later 
tested positive for WNV by laqman and positive for WNV- 
specific IgM antibody. The donor of the Taqman™-positive 
unit subsequently developed WNV IgM antibody. During 
tollow up interview the donor reported having fever, chills, 
headache, eye pain, and myalgias 5 days before donation and 
a rash 4 days after donation in late August. 

Cases of WNV infection in patients who have receiv ed blood 
transfusions within the month preceding illness onset should 
b 


e reported to CDC through state and local public health 


authorities. Serum or tissue samples should be retained for 


later studies. In addition, cases of WNV infection occurring 


in persons who have illness onset within 2 weeks after blood 


donation should be reported. Prompt reporting of these cases 





“Blood samples trom tubing that had been attached to the original donor 
ollection bag or from the packed red blood 


whole blood collection 


| component prepared from the 


will facilitate withdrawal of potentially infectious blood com- 
ponents. 

FDA has issued a guidance document for deferral of 
donors with suspect or diagnosed WNV infection who have 
illness onset before or after donation (3). In addition, the docu- 
ment provides recommendations for retrieval and quarantine 
of blood and blood components in such donors. FDA, in 
collaboration with CDC, the National Institutes of Health, 
and HRSA, is sponsoring a workshop on development of 
donor-screening assays for WNYV. Additional information on 
this workshop is available at http://www.fda.gov/cber/meet- 
ings/wnv110402.htm. 
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West Nile Virus Activity — United 
States, October 24-30, 2002 


This report summarizes West Nile virus (WNV) surveil- 
lance data reported to CDC through ArboNET and by states 
and other jurisdictions as of 7 a.m. Mountain Standard Time, 
October 30, 2002. 

During October 24-30, a total of 123 laboratory-positive 
human cases of WNV-associated illness were reported from 
Indiana (n=43), Illinois (n=14), Pennsylvania (n=12), Michi- 
gan (n=nine), Louisiana (n=seven), Ohio (n=seven), Colo- 
rado (n=five), Mississippi (n=four), Connecticut (n=three), 
Florida (n=three), Missouri (n=three), Texas (n=three), Min- 
nesota (n=two), New York (n=two), lowa (n=one), Maryland 
(n=one), Nebraska (n=one), New Jersey (n=one), Tennessee 
(n=one), and West Virginia (n=one). During the same 
period, WNV infections were reported in 519 dead crows 
and 424 other dead birds. A total of 272 veterinary cases and 
165 WNV-positiv e mosquito pools were reported. 

During 2002, a total of 3,419 human cases with laboratory 
evidence of recent WNV infection have been reported from 
Illinois (n=719), Michigan (n=472), Ohio (n=385), Louisi- 
ana (n=317), Indiana (n=247), Mississippi (n=182), Missouri 
(n=162), Texas (n=140), Nebraska (n=115), New York (n=73), 
Pennsylvania (n=59), Kentucky (n=59), Tennessee (n=50), 


lowa (n=45), Alabama (n=41), Minnesota (n=41), South 
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Dakota (n=37), Wisconsin (n=37), the District of Columbia 
(n=27), Georgia (n=25), Maryland (n=24), Virginia (n=24), 
Arkansas (n=21), Massachusetts (n=21), Connecticut (n=17), 
North Dakota (n=17), Florida (n=16), New Jersey (n=11), 
Colorado (n=10), Oklahoma (n=eight), Kansas (n=six), West 
Virginia (n=three), North Carolina (n=two), California 
(n=one), Delaware (n=one), Rhode Island (n=one), South 
Carolina (n=one), Vermont (n=one), and Wyoming (n=one) 
(Figure). Among the 3,044 patients for whom data were avail- 


able, the median age was 56 years (range: | month—99 years); 


FIGURE. Areas reporting West Nile virus (WNV) activity — 
United States, 2002* 














* As of 7 a.m. Mountain Standard Time, October 30, 2002 
California has reported human WNV activity only 


1,643 (54%) were male, and the dates of illness onset ranged 
from June 10 to October 19. A total of 180 human deaths 


have been reported. The median age of decedents was 79 years 


(range: 24—99 years); 107 (59%) deaths were among men. In 
addition, 7,093 dead crows and 5,343 other dead birds with 
WNYV infection were reported from 42 states and the District 
of Columbia; 7,333 WNV infections in mammals (7,320 
equines, three canines, and 10 other species) have been 
reported from 35 states (Alabama, Arkansas, Colorado, Dela- 
ware, Florida, Georgia, Illinois, Indiana, lowa, Kansas, Ken- 
tucky, Louisiana, Maryland, Massachusetts, Minnesota, 
Mississippi, Missouri, Montana, Nebraska, New Jersey, New 
Mexico, New York, North Carolina, North Dakota, Ohio, 
Oklahoma, Pennsylvania, South Carolina, South Dakota, 
Tennessee, Texas, Vermont, Virginia, Wisconsin, and Wyo- 
ming). During 2002, WNV seroconversions have been 
reported in 365 sentinel chicken flocks from Florida, lowa, 
Nebraska, Pennsylvania, Texas, and New York City; 4,782 
WNV-positive mosquito pools have been reported from 26 
states (Alabama, Arkansas, Connecticut, Delaware, Georgia, 
Illinois, Indiana, lowa, Kentucky, Maryland, Massachusetts, 
Mississippi, Missouri, Nebraska, New Hampshire, New Jer- 
sey, New York, North Carolina, Ohio, Pennsylvania, Rhode 
Island, South Carolina, South Dakota, Texas, Vermont, and 
Virginia), New York City, and the District of Columbia. 
Additional information about WNYV activity is available 
from CDC at hetp://www.cdc.gov/ncidod/dvbid/westnile/ 
index.htm and http://www.cindi.usgs.gov/hazard/event/ 


o 


west_nile/west_nile.html. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending October 26, 2002, with 
historical data 


CASES CURRENT 
4 WEEKS 


DISEASE DECREASE INCREASE 
Hepatitis A, Acute 456 
Hepatitis B, Acute 397 
Hepatitis C; Non-A, Non-B, Acute 80 
Legionellosis 

Measles, Total” 

Meningococcal Infections 

Mumps 

Pertussis 


Rubella 





f . T T T 


0.03125 0.0625 0.125 0.25 0.5 
Ratio (Log Scale) 


f ] Beyond Historical Limits 


* No measles cases were reported for the current 4-week period yielding a ratio for week 43 of zero (0) 
' Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area begins 
is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending October 26, 2002 (43rd Week)* 





Cum. Cum. Cum. Cum. 
2002 2001 2002 2001 
Anthrax 2 14 Encephalitis West Nile’ 1,178 50 
Botulism foodborne 12 33 Hansen disease (leprosy)' 58 57 
infant 47 80 Hantavirus pulmonary syndrome’ 11 7 
other (wound & unspecified) 20 13 Hemolytic uremic syndrome, postdiarrheal' 161 150 
Brucellosis’ 64 109 HIV infection, pediatric’’ 137 166 
Chancroid 59 31 Plague . 2 
Cholera 4 4 Poliomyelitis, paralytic - - 
Cyclosporiasis' 134 Psittacosis' 13 
Diphtheria 2 Q fever 22 
Ehrlichiosis: human granulocytic (HGE)' 189 Rabies, human y 1 
human monocytic (HME)' 99 Streptococcal toxic-shock syndrome’ 63 
other and unspecified 5 Tetanus 
Encephalitis: California serogroup viral’ Toxic-shock syndrome 97 
eastern equine’ 8 Trichinosis 21 
Powassan' - - Tularemia' 119 
St. Louis* 7 76 Yellow fever . 
western equine’ 2 
-:No reported cases. 
“Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
. Not notifiable in all states. 


Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
(NCHSTP). Last update September 29, 2002 
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TABLE II. Provisional cases of selected notifiabie diseases, United States, weeks ending October 26, 2002, and October 27, 2001 
(43rd Week)" 





































































| Escherichia coli, Enterohemorrhagic 
Shiga Toxin Positive, 
AIDS Chiamydia' Cryptosporidiosis 0157:H7 Serogroup non-0157 
Cum. Cum Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002° 2001 2002 2001 2002 2001 2002 2001 2002 2001 
UNITED STATES 31,555 32,310 632,482 635,920 2,380 3,241 2,935 2,705 136 123 
NEW ENGLAND 1,23€ 1,191 22 OAL 19,903 157 131 238 31 36 
Maine A 4 093 10 4 33 c 4 
N.H 31 308 1,132 26 14 2s 30 3 
{ 1 769 511 29 3 1 13 1 
03 57 . 108 108 9 
2 19 4 13 13 
2 6 33 1 
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MOUNTAIN 1,043 1,135 38,298 38,287 143 199 314 250 17 

Mont 4 14 1,754 1,545 5 3 27 17 - 

idan 24 19 2,072 618 29 21 44 63 8 3 
Wyo 8 767 676 9 6 13 8 2 2 
Col 212 437 10,849 50 38 83 83 3 6 
N. Mex 65 5,123 5,160 18 22 10 13 3 3 
Ariz 444 418 12.19€ 12.167 15 7 33 1 { 

Utar 53 87 2,055 2,05 13 69 78 30 

Nev 228 199 2,894 4,221 4 6 26 15 

PACIFIC 4,134 3,716 108 106,596 245 240 381 7 6 
Wash 386 5 12 11,263 43 U 108 - 
Oreg 260 5 6,121 35 47 63 7 6 
Calif 3,379 83 83,693 164 189 189 

Alaska 22 2 2,193 1 1 7 4 

Hawaii 87 3 3,326 2 3 37 17 

















Guam 






















PR 997 2,243 

VA 2 125 125 - - : 
Amer. Samoa U U U U U U U U U 
C.N.M.| 2 U 138 U - U - U U 
N: Not notifiable U: Unavailable -: No reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 








* incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
t Chlamydia refers to genital infections caused by C. trachomatis 

Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention Last update 
September 29, 2002 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 26, 2002, and October 27, 2001 


(43rd Week)" 





Reporting Area 


Escherichia coli 
Enterohemorrhagic 





Shiga Toxin Positive, 
Giardiasis 





Gono 


rrhea 


Haemophilus influenzae, 


Invasive 
= 





All Ages, 
All Serotypes 


Age <5 Years 





Serotype 
B 





Cum. 
2002 








Not Serogrouped 
Cum. Cum. 
2002 2001 





Cum. 
2002 





Cum. 
2001 





Cum. Cum. 
2002 2001 





Cum. 
2002 








UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

Vt 

Mass 

R.1 

Conn 


MID. ATLANTIC 
Upstate N.Y. 


E.N. CENTRAL 
Ohio 

Ind 

i 

Mich 

Wis 


W.N. CENTRAL 
Minn 


S. ATLANTIC 
Del 

Md 

D.C 

Va 

W. Va 

N.C 

S.C 

Ga 

Fla 


E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

P.R 

Vl 

Amer. Samoa 
C.N.M.1 


32 15 
1 1 


13,842 


1,385 
176 
36 
119 
682 
129 
243 
3,011 
1,016 
1,108 
306 
581 


2,660 
779 


638 
752 
491 


652 
637 
266 
400 

11 

62 
133 
143 


2,390 
44 
102 
32 
235 
48 
114 


752 
1,063 


U U 
: U 


267,427 


6,143 
111 
109 

81 

2,707 
753 

2,382 


33,356 
7,223 
9,677 
5,724 

10,732 


51,617 
13,397 
5,832 
15,634 
12,016 
4,738 


13,746 
2,418 
1,045 
7,199 

42 
222 
713 

2,107 

69,456 
1,337 
7,268 
2,298 
7,792 

789 

13,307 
6,061 

13,669 

16,935 


22,517 
3,125 
7,802 
6,796 
4,794 


39,874 
3,861 
9,909 
3,825 

22,279 


8,145 
77 
77 
54 

2,839 

1,047 

3,006 

208 
837 


22,573 
2,376 
713 
18,415 
498 
571 


292 
31 
U 
13 


294,471 


5,660 
113 
152 

53 

2,629 
680 

2,033 


34,241 
6,915 
10,335 
6,058 
10,933 


62,325 
17,393 
5,691 
19,780 
14,463 
4,998 


13,828 
2,167 
1,063 
7,180 

38 
232 
958 

2,190 


76,493 
1,413 
7,502 
2,388 
8,938 

561 

14,189 
9,309 

14,611 

17,582 


26,415 
2,967 
8,133 
8,754 
6,561 


43,422 
3,813 
10,459 
3,895 
25,255 


1,231 1,199 


89 89 
1 
8 

48 

10 

15 


99 
54 
48 
24 


69 


19 





N: Not notifiable 


* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 


U: Unavailable No reported cases 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 26, 2002, and October 27, 2001 
(43rd Week)* 





Haemophilus influenzae, Invasive 
Age <5 Years Hepatitis (Viral, Acute), By Type 
Non-Serotype B Unknown Serotype B C; Non-A, Non-B 


Cum. Cum. Cum. Cum. ‘ " Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 


UNITED STATES 196 197 15 25 5 8,36 5,454 5,925 12,238 





























NEW ENGLAND 11 15 y 57 1s 9) °° 21 


Maine 


Guam 

PR 

Amer. Samoa U ( U 

C.N.M.| . U 

N: Not notifiable U: Unavailable No reported cases 

* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 26, 2002, and October 27, 2001 
(43rd Week)* 





Measles 

Legionellosis Listeriosis Lyme Disease Malari Total 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2002 


UNITED STATES 890 890 470 496 13,734 12,978 1,054 22' 


NEW ENGLAND 84 58 51 45 3,942 3,764 56 
Maine 2 7 5 1 53 - 

N.H 4 g 4 4 215 7 
Vt 36 5 3 2 30 

Mass 29 19 26 23 1,133 

R.I 2 1 1 306 

Conn 11 “4 12 14 2,205 


MID. ATLANTIC 245 92 8,143 
Upstate N.Y 83 56 51 24 4,335 
46 40 30 23 142 
22 21 30 16 1,448 
94 90 29 29 2,218 


E.N. CENTRAL 207 53 78 71 
Ohio 93 23 13 53 
17 6 8 18 

- 1 23 - 

69 17 22 - 

28 6 12 U 


W.N. CENTRAL 45 15 
Minn 11 

lowa 11 8 2 
Mo 11 8 
N. Dak - 
S. Dak 

Nebr 

Kans 


S. ATLANTIC 


Del 
Md 



































=> ¢ GD 


1 WSWO @©O-DSO 


Miss 
W.S. CENTRAL 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Ww 


D> 


4) 
Mm MWOW—, 


w 
© 


— 
Oo 


on 
1 OZneze OQNONO-=$-O0O0 FW, 


» 
NO-NO ZOD PAOMWWNHW., 


on 
N 


— 


Guam : . - 
PR . 1 
V.1 - - 

Amer. Samoa U U 
C.N.M.1 - U 


N: Not notifiable U: Unavailable -: No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
' Of 22 cases reported, 9 were indigenous and 13 were imported from another country 

Of 106 cases reported, 53 were indigenous and 53 were imported from another country. 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 26, 2002, and October 27, 2001 
Rabies, Animal 


Meningococcal 


Mumps 
Cum. 


Pertussis 
Cum. 
2001 


4.459 





Cum. 


Cum. 
2002 


2001 


5 6.0 





(43rd Week)* 


Disease 


Cum. 
2001 











Cum. 
2001 


936 


Cum 
2002 


384 





2002 





Reporting 


Area 


TATE 


Amer. Sar 
C.N.M 


24 


U 
U 


reported cases 
and cumulat 


jisiona 


ve (year-to-date) 





N: Not notifiable 


* Incidence data 


for 


U: Unavaiiabie 
reporting year 2001 


and 2002 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 26, 2002, and October 27, 2001 
(43rd Week)* 





Rubella 
Rocky Mountain Congenital 
Spotted Fever Rubella Salmonellosis 


Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2002 2001 


UNITED STATES 878 514 2 


NEW ENGLAND 7 3 
Maine - - 
N.H - 1 
Vt 

Mass 

RI 

Conn 


MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 

ind 

il 

Mich 

Wis 
































33,510 33,112 


1,857 2,075 
130 158 
118 150 

68 73 
027 1,192 
135 110 
379 392 
151 369 
288 003 
161 098 
621 043 
081 225 


4,491 274 
1,207 138 

396 446 

399 1,216 

752 750 

737 724 
W.N. CENTRAL 2,232 946 
Minn - - - 493 532 
lowa - - - 436 
Mo . . . 747 
N. Dak 25 
S. Dak 99 
Nebr. ‘ ‘ a “ 150 
Kans - - - - - 282 
S. ATLANTIC - - 128 
Del - . : : 7 


/ 
Md 802 


62 
963 
124 


E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 

Wash 

Oreg 

Calif 

Alaska 

Hawaii 

Guam 

PR 

V1 - - 
Amer. Samoa J U 
C.N.M.1 U 





N: Not notifiable U: Unavailable - : No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 26, 2002, and October 27, 2001 
(43rd Week)* 


Streptococcal Disease, 





Reporting Area 


aT 





Shigellosis 
Cum. 





invasive, Group A 
Cum. 


Cum. 


Streptococcus pneumoniae, 


Streptococcus pneumoniae, 
Drug Resistant, Invasive 





2001 


15.886 





2002 2001 
3,438 3,08 


3,086 





invasive (<5 Years) 
Cum. Cum. 


Cum. Cum. 








Amer. Samoa 
, 


C.N.M.1 


N: Not notifiable U: Unavailable 


incidence data for reporting year 2001 and 2002 are provisi 


No reported cases 


2001 2002 2001 


2 186 05 35 





onal and cumulative ( 


year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending October 26, 2002, and October 27, 2001 
(43rd Week)* 





Syphilis Typhoid 
Primary & Secondary Con Tuberculosis Fever 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2002 2001 2002 2001 
UNITED STATES 5,157 4,942 278 


NEW ENGLAND 118 50 


























9,611 11,380 210 
307 378 14 
- - . 10 15 

/ 1 - - 12 14 
2 . - . 4 

28 - 178 197 

9 . - 30 51 

10 : 1 77 97 


741 888 
236 293 
887 942 
418 417 
200 236 


999 149 
163 225 
99 81 
487 545 
209 233 
41 65 
443 443 
189 190 
34 


@ 


o>) 


MID. ATLANTIC 

Upstate N_Y. 16 
N.Y. City 

N.J 

Pa 57 78 
E.N. CENTRAL 

Ohio 69 


> 
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—N 
(WOO Oh$"ND®OW h=-WO- 


W.N. CENTRAL 
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N. Dak - - - 3 
S. Dak - - - - ( 12 
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Md 
D.C 
Va 


NO AONwONWN 
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1 ®& 


—_— | 


8 
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E.S. CENTRAL 


a» 


NQO™N 
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W.S. CENTRAL 
Ark 

La 

Okla 

Tex 
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Mont 
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Nev 
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VI 
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N: Not notifiable U: Unavailable - : No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending October 26, 2002 (43rd Week) 
All 
>65 | 45-64 | 25-44 | 1-24] <1 
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All Causes, By Age (Years) 
P&l' 
Reporting Area Ages 
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All 
>65 | 45-64 25-44 | 1-24 | <1 | Total 
‘ ; ‘ ) = ATLAN 
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00. Adeath 
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00,0 


the United States, most of which have 
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counts will be available in 4 to 6 weeks 
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Fetal deaths are 





Jeatr > Ci W ed 
these numbers are partial counts for the current week. Complete c 
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Pneumonia and influenza 
Because of changes in report 
Total includes unkn wn ages 
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